We treated two patients with a ruptured amebic liver abscess. The diagnosis was made at a relatively early stage and treatment was successful for one patient, but an accurate diagnosis of liver abscess was not made and invasive extraintestinal amebiasis led to multiple organ failure and to death for the other.
INTRODUCTION
Entamoeba histolytica is the only species of parasitic protozoa with the potential for producing human amebiasis, transmitted by ingesting cysts present in contaminated food and water. In Japan, amebiasis had decreased since the 1950's as the result of improved sanitation, and in 1978, only 6 patients with amebiasis were registered at the Ministry of Health and Welfare of Japan. However, the number of amebiasis patients registered in 1985 was 137. This increase may be mainly due to the increasing number of high-risk people those who travel to areas in the world where Entamoeba histolytica infection is endemic, and possibly to increases in homosexuality'2. Amebic liver abscess is a common extraintestinal manifestation of amebiasis, and the incidence of liver abscess in patients of amebic colitis was 034 reported to be in the range of In computed tomography (CT), a multilocular low density mass about 9 cm in the greatest diameter was seen in the right lobe of the liver (Figure 1 ). These findings were consistent with a diagnosis of a liver abscess. Percutaneous transhepatic abscess drainage (PTAD) was performed on February 9, and about 200 ml of dark brown fluid was obtained. Culture of this material showed no evidence of bacterial contamination. Since body temperature remained at around 40C, contrast rentogenography through a PTAD tube was done and there was evidence of rupture of the liver abscess (Figure 2 ). The stool was bloody and examination of pus and stool showed E. histolytica trophozoites phagocyting red blood cells (Figure 3 ). The IHA Figure Abdominal ultrasonography (top) and computed tomography of amebic liver abscess in the Case 2 patient. In the right lobe of the liver, a large multilocular low echogenic lesion was evident and a multilocular low density mass about 9 cm in diameter was revealed by computed tomography. test was positive (1:2048) for E. histolytica. Oral adminstration of metronidazole (750 mg/day for 10 days) was effective, and the CT scan showed a reduction in size of the abscess (Figure 4 ). The PTAD tube was removed on March 19, 1988. The patient was discharged 4 months later and is doing well at this writing (18 months).
DISCUSSION
Amebic liver abscess is a serious medical problem, in areas where amebiasis is endemic, because it is a common complication of amebiasis and is present in over 90% of fatal cases of amebiasis9. Even after a correct diagnosis had been made in our two patients, the exact routes of infection remained unknown, however we speculate that these men were asymptomatic E. histolytica cyst carriers. Since the Complications of amebic liver abscess are pleural effusion, peritonitis, subphrenic abscess, perforation of the diaphragm, lung abscess, amebic pericarditis and so on. The case-fatality rate is high when the pericardium is involved8. In contrast, when the pleurae and lungs are involved, the prognosis is relatively good, probably because hepatobronchial fistula provides a spontaneous drainage. Peritonitis secondary to amebic liver abscess rupture has been reported in 2.4 13% of cases 056 and the mortality rate was 40-50 'o '. However, the mortality rate was significantly higher in patients with rupture of an amebic liver abscess in whom amebiasis was not suspected5. The role of therapeutic aspiration and/or drainage of the abscess cavity and peritoneal space in the managment of ruptured amebic liver abscess has been controversial, and resuscitation, antibiotics, antiamebic agents have improved the surgical results. In our first case, appropriate investigations at the first time of the pleural tap may have led to an early diagnosis of amebic infection. For the second patient with an amebic liver abscess, clinical management was effective, probably because drainage of the abscess cavity and subphrenic space was performed immediately.
Thus, the improved awareness and early diagnosis of this disease entity are the most important factors in achieving a decrease of the morbidity and mortality of amebic liver abscess. In Japan where the incidence of amebic liver abscess is low, one tends not to consider it. From our experience, we would like to stress that physicians should always keep in mind the possibility of amebic liver abscess even in patients who have never been to areas where amebiasis is endemic. A history of colitis or bloody diarrhea, ultrasonographic findings of liver abscess, and immunologic tests aid in the diagnosis of amebic liver abscess. Drainage of the abscess cavity, administration of an amebicidal agent, and surgical drainage of the peritoneal cavity can lead to a favorable result, even when the amebic liver abscess has ruptured.
INVITED COMMENTARY
The authors present two cases of intra-peritoneal rupture of an hepatic amoebic abscess. One of these patients died. Although on a global scale ameobic abscess is more common than pyogenic abscess, this condition is still uncommon in the West, the exponential growth of international travel however requires a widespread awareness of this condition and these authors draw attention to survival of the second case being associated with rapid diagnosis and appropriate treatment.
The first case was initially diagnosed by ultrasound as cholecystitis. No comment is made as to why this investigation did not demonstrate the abscess in the liver, neither was it diagnosed by the subsequent ultrasound when the patient deteriorated at the referral hospital. In contrast, the second patient was correctly diagnosed by ultrasound although the rupture was only apparent on contrast radiography, at the time of the percutaneous drainage. Metronidazole Serological tests, although of limited usefulness for diagnosis of intestinal amoebiases are of some value for the diagnosis of hepatic disease2.
